Increased cardiovascular risks in adults from south and south-east Asian ethnic groups have led to suggestions that body mass index (BMI) thresholds for defining obesity should be lowered for these groups. The WHO Western Pacific Region now recommends regional countries to define overweight as 23-24.9 kg m overweight (see http://www.hpb.gov.sg/hpb/). We convened an expert group to discuss whether thresholds for defining obesity in children in the United Kingdom should also be modified to reflect excess risk among different ethnic groups. A meeting was held at the UCL Institute of Child Health, London, on 28 January 2009, sponsored by the Child Growth Foundation, UK. Key concerns that were addressed at the meeting are outlined below.
How representative are existing guidelines for children?
The widely accepted International Obesity Taskforce definitions for childhood obesity, developed by one of us (TC), 1 were developed to be applicable internationally, being based on cohorts from a range of countries and ethnicitiesFBrazil, Great Britain, the Netherlands, the United States and two south-east Asian countries: Singapore and Hong Kong. These would therefore be expected to be representative of the relevant populations.
Evidence of ethnic differences in body composition in children
We examined unpublished data on the relations between BMI, waist circumference and body composition (for example, fat mass index) in children and adolescents from contemporary British population studies with large samples from south Asian and white British groups. These included the CHASE study 2 and the RELACHS study. 3 Data from body composition validation studies were presented. 4 These data consistently showed that, compared with white Europeans, south Asian children and adolescents had higher fat mass index or percent body fat for a given BMI. These effects were present across the range of BMI; however, the differences appeared to be greatest in the normal BMI range and to narrow at the highest BMI levels.
Extent of misclassification in ethnic minority groups resulting from the application of the present guidelines
Data from the RELACHS study showed that International Obesity Taskforce's obesity definitions misclassified very few children and adolescents with high fat mass index, and that the extent of misclassification was similar among south Asian and white British young people. We believe that although ethnic-specific BMI-based obesity definitions for children have theoretical appeal, contemporary UK data do not suggest that the present International Obesity Taskforce obesity definitions misclassify children from south Asian ethnicities to a significant extent. Furthermore, pragmatic considerations strongly support retaining the International Obesity Taskforce definitions as a single international BMI obesity threshold at the present time. This is particularly so because definitions of ethnicity are controversial and potentially misleading, and the contribution of behavioural and socioeconomic factors to observed differences in cardiovascular risk factors remains unclear. Biological and environmental determinants of ethnic differences in BMI and fat mass index may alter with immigration, acculturation and ethnic mixing; for example, there was a substantial reduction between large UK surveys in 1999 and 2004 in numbers of children whose self-reported ethnic group was purely Indian, Pakistani, Bangladeshi or African Caribbean, with a corresponding expansion of the numbers in the 'General population' group (unpublished data, S Saxena). Thus, differences between ethnic groups may reduce with generations born in the UK. Moreover, the common practice of collapsing disparate ethnic groups as 'south Asian' may conceal important differences between them. 5 The following areas need further study. Differences in lean mass between ethnic groups require further study, as the differential associations of BMI and fat mass index amongst them may relate to low lean mass rather than high fat mass. Biological factors beyond body shape may adversely affect the children of south Asians. Cardiovascular differences between ethnic groups may reside more in metabolic markers than in body fat, and there is evidence that south Asians may be more sensitive to the metabolic effects of adiposity. 6 
Difficulties in mapping definitions from children to adults
Further work is also needed to differentiate the role of BMI cut-offs in categorising obesity (for which there may be homogeneity across ethnic groups) from the role of BMI in categorising risk, for which there may be more heterogeneity. The rationale for introducing lower obesity cut-offs for adult south Asians is not differences in amount of body fat for a given BMI value per se, though these are widely reported, but the significantly increased risk of diabetes in those categorised only as overweight by the conventional cut-offs. This issue merits serious appraisal, as the use of cut-offs that differ substantially between children/ adolescents and adults may lead to failure to identify during adolescence those who would be categorised at risk of diabetes as soon as they turn 18. This may be a problem for all groups, not only those from south Asian backgrounds.
Data on BMI, adiposity and cardiovascular risk in children across a range of ethnic groups will be important for examining these issues further.
